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Echocardiographic examination is the main imaging tool for the comprehensive assessment
of heart failure, with respect to diagnosis, stratiﬁcation, and follow-up. Hospitalization
for heart failure tends to be associated with worsened prognosis [1]. The pathology is
identiﬁed in around one-third of hospitalizations for acute heart failure, leading to initial
assessment of the underlying cardiomyopathy, usually performed with an echocardiogram.
This examination forms part of the diagnosis, looking for systolic and/or diastolic left ven-
tricular dysfunction, evidence of ischaemic disease, hypertrophic cardiomyopathy, valvular
disease, pulmonary hypertension, right ventricular dysfunction, and pericardial disease.
Identiﬁcation of any of these abnormalities can be highly clinically relevant, although
speciﬁc concerns regarding echographic-based diagnosis of heart failure with preserved
ejection fraction have been underlined recently [2].
In patients with chronic heart failure, decompensated heart failure may be due to
a worsening of the underlying cardiomyopathy or to another factor such as deteriora-
tion of an associated valvular disease, presence of atrioventricular or intraventricular
asynchronism, intraventricular thrombosis, or signiﬁcant pulmonary hypertension. Serial
echographic examinations can help to guide treatment during hospitalization in difﬁcult
cases [3], mainly by monitoring cardiac output and ﬁlling pressures [4]. In most intensive
care units, echocardiography is now more frequently used than pulmonary artery catheters.
Moreover, Doppler analysis-derived ﬁlling pressures can predict early outcome after dis-
charge. Although brain natriuretic peptide testing is very useful to rule out the diagnosis
on admission and to stratify patient severity [1], this exam cannot replace echocardio-
graphy. Therefore, echocardiography should be performed during any hospitalization for
heart failure.
 Impact of echocardiography in patients hospitalised for heart failure: A prospective observational study, Tribouilloy C., Rusinaru D.,
Mahjoub H., Goissen T., Lévy F., Peltier M., 2008;101:465—73.
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Guidelines on the management of acute heart failure
ontain little information on the use of echocardiography.
n recent European guidelines, echocardiographic examina-
ion was associated with a class I recommendation, but with
nly a C level of evidence [1]. Although it would be highly
nformative to demonstrate that daily use of echocardiog-
aphy would favourably alter the outcome of heart failure
atients, ethical issues will not permit prospective and ran-
omized trials to prove this is the case. Thus, evidence can
e obtained only from observational studies.
In this issue of the journal, Tribouilloy et al. report
n one of the very few studies that analyse the impact
f echographic examination on outcome. This multicen-
re survey recruited 799 consecutive patients hospitalized
or new-onset heart failure in cardiology, internal medicine
nd geriatric units [5,6]. The authors show that echocar-
iographic examination during the index hospitalization is
ssociated with better outcome after discharge compared
o that of patients discharged without echocardiography
erformed. It is not surprising to observe that echocardio-
raphy was less likely to be used in the elderly, in those
uffering from other comorbidities, or in patients admit-
ed in geriatric units. To reduce such obvious biases, the
uthors performed multivariable analyses and used propen-
ity scores to match patients from the two groups, with
r without echocardiography. After adjustment, there was
till a strong difference between the groups: the rates of
otal mortality and cardiovascular mortality at 3 years were,
espectively, 40 and 50% lower if echocardiography was per-
ormed during the index hospitalization. However, it is also
ikely that some patients did not undergo an echocardio-
raphic exam because of a high rate of comorbidities, lower
ocioeconomic status, or psychological disabilities, when
hese characteristics are associated with the worst progno-
is but are poorly measurable in statistical analysis. Finally,
he results of Tribouilloy et al. are very similar to those
rom the Mayo Clinic study, which was performed in 1991
n outpatients with a recent diagnosis of heart failure [7]:
he adjusted rate of survival was 40% higher in patients who
nderwent echocardiography compared with those who did
ot.
These results raise the question of the speciﬁc links
etween echocardiography and outcome. Which parameters
re actually considered by physicians to adjust their thera-
eutic strategy: left ventricular ejection fraction, dilation,
lling parameters, pulmonary artery pressure? Is there any
ncrease in prescription of angiotensin-converting enzyme
nhibitors and beta-blockers if the echocardiography reports
low ejection fraction, as suggested by Tribouilloy et al.?
re diuretics adjusted to the level of Doppler-derived ﬁll-
ng pressures? Is the diagnosis of speciﬁc aetiologies such as
alvular or ischaemic disease more common?
If echocardiography is so important in patients with heart
ailure, how can we improve its integration in our daily
linical practice? Echocardiography was performed in 81%
f cases in the survey by Tribouilloy et al. In the Euro-
eartFailure survey, conducted in 2000—2001 [8], echo was
erformed in only 34% of the patients admitted for heart
ailure (53% in France). The more recent EuroHeart Fail-
re Survey II, performed in 2004—2005, reported a higher
chocardiography rate of 85% [9]; but such surveys, in which
articipation by cardiologists is voluntary, are unlikely to beD. Logeart
epresentative of real-world practice. In the large, Amer-
can Acute Decompensated Heart Failure National Registry
ADHERE) registry, echocardiography was performed in 80%
f patients admitted for heart failure [10]. In a similar
nd recent registry from the United Kingdom, the rate of
chocardiographic examination fell to 56% [11]. How can we
xplain such differences? Are they due to differing access to
ardiac units and/or echolab, or to the awareness and/or
nterest of practitioners for heart failure (and consequently
dherence to practice guidelines)? In the study by Tribouilloy
t al., echocardiography was performed in 90% of patients
n cardiac units but in only 36% of patients in geriatric units.
uch results can be compared to those from other obser-
ational studies, which concluded that patients’ survival
ate was higher when they were treated by cardiologists
ersus noncardiologists, mainly because of better adher-
nce to evidence-based guidelines [12—14]. To improve
ccess to echolabs and to increase the number of car-
iologist visits in noncardiac units, speciﬁc strategies of
are for each medical institution have to be developed.
ccurate and early identiﬁcation of patients with heart fail-
re is an important and difﬁcult issue that can be solved
artially by brain natriuretic peptide testing [15]. Then,
omplementary echocardiography combined with a visit by
cardiologist should complete the strategy. In a randomized
rial, Heinderich et al. demonstrated that clinical reminders
ttached to echocardiography reports increased the use of
eta-blockers (74% versus 66%) for patients with reduced
eft ventricular ejection fraction [16]. Echocardiography
eports should be as comprehensive as possible. For exam-
le, diagnosis of diastolic heart failure, which is frequent in
eriatric units, can be challenging without a comprehensive
chocardiography report [2]. The delay between admission
nd performing the echocardiography is also an issue. An
chocardiogram performed early is clearly more efﬁcient for
herapeutic adjustment and for reducing length of hospital
tay.
Acute heart failure — de novo or decompensation of
hronic heart failure — is not a common event that requires
nly intravenous diuretics before discharge. As in acute
oronary syndromes, acute heart failure requires accu-
ate assessment and an ‘active’ therapeutic strategy during
ospitalization as well as after discharge. This involves
erforming an echocardiogram as soon as possible after
dmission, and providing an understandable and comprehen-
ive report for use by noncardiologist physicians.
eferences
[1] Nieminen MS, Böhm M, Cowie, et al. Executive summary of
the guidelines on the diagnosis and treatment of acute heart
failure: the Task Force on Acute Heart Failure of the European
Society of Cardiology. Eur Heart J 2005;26:384—416.
[2] Paulus WJ, Tschöpe C, Sanderson JE, et al. How to diagnose
diastolic heart failure: a consensus statement on the diagnosis
of heart failure with normal left ventricular ejection fraction
by the Heart Failure and Echocardiography Associations of the
European Society of Cardiology. Eur Heart J 2007;28:2539—50.
[3] Rohde LE, Palombini DV, Polanczyk CA, Goldraich LA, Clausell
N. A hemodynamically oriented echocardiography-based strat-







[Echocardiographic examination: A major role in the manage
[4] Dokainish H, Zoghbi WA, Lakkis NM, et al. Optimal noninvasive
assessment of left ventricular ﬁlling pressures: a comparison
of tissue Doppler echocardiography and B-type natriuretic pep-
tide in patients with pulmonary artery catheters. Circulation
2004;109:2432—9.
[5] Tribouilloy C, Rusinaru D, Mahjoub H, et al. Prognosis of heart
failure with preserved ejection fraction: a 5-year prospective
population-based study. Eur Heart J 2008;29:339—47.
[6] Tribouilloy C, Rusinaru D, Leborgne L, et al. In-hospital
mortality and prognostic factors in patients admitted for
new-onset heart failure with preserved or reduced ejection
fraction: a prospective observational study. Arch Cardiovasc
Dis 2008;101:226—34.
[7] Senni M, Rodeheffer RJ, Tribouilloy CM, et al. Use of echocar-
diography in the management of congestive heart failure in the
community. J Am Coll Cardiol 1999;33:164—70.
[8] Cleland JG, Swedberg K, Follath F, et al. The EuroHeart Fail-
ure Survey programme — a survey on the quality of care among
patients with heart failure in Europe. Part 1: patient charac-
teristics and diagnosis. Eur Heart J 2003;24:442—63.
[9] Nieminen MS, Brutsaert D, Dickstein K, et al. EuroHeart Survey
Investigators. EuroHeart Failure Survey II (EHFS II): a survey on
hospitalized acute heart failure patients: description of popu-
lation. Eur Heart J 2006;27:2725—36.
[10] Yancy CW, et al. Clinical presentation, management, and
in-hospital outcomes of patients admitted with acute decom-
[t of heart failure 433
pensated heart failure with preserved systolic function:
a report from the Acute Decompensated Heart Failure
National Registry (ADHERE) Database. J Am Coll Cardiol
2006;3(47):76—84.
11] Nicol ED, Fittall B, Roughton M, et al. NHS heart failure survey:
a survey of acute heart failure admissions in England, Wales
and Northern Ireland. Heart 2008;94:172—7.
12] Auerbach AD, Hamel MB, Davis RB, et al. Resource use and
survival of patients hospitalized with congestive heart failure:
differences in care by specialty of the attending physician.
SUPPORT Investigators. Ann Intern Med 2000;132:191—200.
13] Rao A, Walsh J. Impact of specialist care in patients with newly
diagnosed heart failure: a randomised controlled study. Int J
Cardiol 2007;115:196—202.
14] Remme WJ, McMurray JJ, Hobbs FD, et al. For the SHAPE Study
Group, Awareness and perception of heart failure among Euro-
pean cardiologists, internists, geriatricians, and primary care
physicians. Eur Heart J 2008.
15] Atisha D, Bhalla MA, Morrison LK, et al. A prospective
study in search of an optimal B-natriuretic peptide level to
screen patients for cardiac dysfunction. Am Heart J 2004;148:
518—23.
16] Heidenreich PA, Gholami P, Sahay A, et al. Clinical reminders
attached to echocardiography reports of patients with reduced
left ventricular ejection fraction increase use of beta-blockers:
a randomized trial. Circulation 2007;5:2829—34.
